
 
 
HEALTH TECHNOLOGY  
CONTINUING EDUCATION REGISTRATION FORM 
 
 

 
 
SEMINAR/COURSE_______________________________________ 
 
 
Name____________________________________________________ 
 
Address__________________________________________________ 
 
City, State, Zip Code________________________________________ 
 
Telephone________________________________________________ 
 
Fax______________________________________________________ 
 
Email____________________________________________________ 
 
Payment:      
 

Check #__________________________________________ 
 
  VISA____________________________ Exp.___________ 
  
  MC______________________________ Exp.___________ 
 
  AMEX___________________________ Exp.___________ 
 
 
Fax back to 480.664.9625 or mail to Health Technology 

14635 N Kierland Blvd Ste. #112 Phoenix ,AZ 85254 


